Chorioangioma is a tumor of vascular placental origin, the most frequent among primary placental non-trophoblastic tumors; however, it is found in about 1% of placental pathology case studies. Most of the chorioangiomas found are small, asymptomatic lesions that are only found postnatally after careful slicing of the placenta [1]. Larger tumors, particularly those measuring more than 4 cm, are rarely seen in obstetric practice but are clinically significant. In this case report, we will show you the premature with large chorioangioma and we will tell the treatment we take to cure the baby successfully.
Case Report
The mother was a 33-year-old yellow multipara with no significant antenatal history. There was no maternal fever and her complete blood count was normal. In the 24 th week, a large chorioangioma measuring 7.9 × 5.5 × 5.7 cm could be readily identical prenatally by sonography as a well-circumscribed, solid mass. She wanted to give birth to this baby till full term and accepted suggestion of taking examination regularly. In the 30 + 4 gestational age, the mass enlarged much about 14.1 × 9.7 × 13.0 cm with generalized edema and hydropericardium of the foetus. Figures 1(a), Figures 1(b) show the foetus and the tumor. An emergency cesarean section was performed. The placenta weighs 1180 g and measures 20 × 15 × 3 cm. A well-circumscribed soft tissue mass bulging out of the placenta was seen measuring 15 × 10 × 13 cm. There was no sign of malignancy and the diagnosis after pathology was chorioangioma. Figures 1(c), Figures 1(d) show the microscopic picture of the chorioan- gioma. The female premature neonate was 1.94 kg of birth weight (normal 2500 -3999 g). There was severe asphyxia at birth, Apgar score at 1 minute being 6/10 (the respiration was deducted 2 points; pulse and activity were deducted 1 point respectively). Intensive resuscitative measures even immediate intubations were gave to the premature, at 5 minutes being 10/10. She was limp with tachypnea, groan and face pale. Physical examination showed the widespread hemorrhagic spots, scalp edema and dorsum skin with cyanosis. The liver was palpable 2 cm below the right midclavicular line costal margin. The spleen was palpable 2.5 cm below the left midclavicular line costal margin.
Investigations showed hemoglobin level of 10.8 g/dl (normal > 14.5 g/dl), the hematocrit value of 17.8% (normal > 47%), blood platelet count of 37,000/cu mm. The mother's ABO blood type is O, and the baby's blood type is A. The elution test and free antibody test were positive. Washed red blood cells 20 ml and a platelet transfusion were given to her. Results of clotting studies shown fibrin level of 0.36 g/l, lower than normal, with the decreasing blood platelet count and the widespread hemorrhagic spots, disseminated intravascular coagulation (DIC) could be considered. Fresh-frozen cryoprecipitation was given for several days. Biochemistry test showed the albumin 17.89 g/l (normal 32 -48 g/l) and then the albumin was given to lessen the edema. On the second day (20 hours after birth), severe hyperbilirubinemia (total blood bilirubin 199.20 umol/l with the hemoglobin level of 8 g/dl) occurred and was persistent, while the normal level of bilirubin in 24 hours should be less than 102 umol/l. So the baby need another necessitating exchange transfusions with 150 ml washed red blood cell of type O, Rh+. After the exchange transfusion, hemoglobin increased to 12.2 g/dl, but the blood platelet level dropped to 26,000/ cu mm; another platelet transfusion was preformed. On the 11th day, blood routine was normal.
Skull MRI did not see any abnormity.
Disscussion
Chorioangioma represents a benign neoplasm with proliferation of capillaries and villous stroma associated to multiple gestations, preeclampsia and birth defects in the foetus. This case reports a large tumor (diameter > 5 cm); its incidence rate is about 1/9000-1/3500. The macroscopic, rare lesions are significant to the clinician, because they are associated with a number of pregnancy complications, including polyhydramnios, nonimmune hydrops, fetal heart failure, fetal anemia and thrombocytopenia, fetal growth restriction, preterm delivery, perinatal death, and maternal preeclampsia [2] [3] . Prenatal sonographic usually can see a well-circumscribed, solid masses bulge on the fetal surface or the maternal surface of the placenta [4] [5] . The color Doppler imaging can facilitate the diagnosis if the vessels are identified within the tumor [5] - [7] . Several prenatal interventions had been done and they got variable success rates such as amniodrainage treating polyhydramnios and intrauterine transfusion in proved cases of fetal anemia. Otherwise these therapies are all symptomatic treatment and not the cause of the problem. More aggressive approaches aimed to block vascular supply to the tumor have been developed by several investigators. Nicolini et al. [8] first reported this technique in two pregnancies complicated by polyhydramnios and fetal anemia at 24 and 27 weeks, with good perinatal outcome in both cases.
This case described a rare large chorioangioma in which the very large size of tumor mass led to the well-described maternal complications such as fetal anemia and thrombocytopenia, fetal edema, fetal growth restriction, preterm delivery, and hyperbilirubinemia occurred early. They were closely related with the large vascular tumors by three complicating functions. First, an angiomatous tumor that is characterized by numerous narrow, tortuous, and partially thrombosed vascular networks can easily injure erythrocytes and trap platelets, resulting in a chronic microangiopathic hemolytic anemia and thrombocytopenia of a severe degree. Injured erythrocytes can create much bilirubin and the premature can't metabolize properly, which make the severe hyperbilirubinemia occur just like in this case. Otherwise they act as a physiologic dead space where large amounts of blood can pool in the capillary spaces. If at delivery this blood is not returned to the fetus before cord clamping, severe acute anemia may result, as was seen in the case reported here. Second, the tumor acts as an arteriovenous malformation that shunts large amounts of blood and prevents adequate filling of the fetoplacental vessels in the remaining placenta. Then the venous congestive syndrome increased returned blood volume and raised pulse pressure performed, which can cause severe edema, cardiomegaly, hepatomegaly, and even congestive heart failure. Third the tumor can act as a functional dead space, resulting in a significant portion of the fetal circulating blood being deprived of the oxygenating and metabolizing effects of the normally functioning placenta. This could result in significant fetal malnutrition and perhaps fetal distress [9] . In this case, the premature birth weight is 1940 g with sever edema, belonging to appropriate for gestational age premature, but she is 38 cm long, belonging to fetal distress.
This case is of particular interest because the hemolytic process and thrombocytopenia coexisted are severe. The tumor was large and the anemia at birth was also severe. The favorable outcome was most likely influenced by the emergency cesarean section and proactive washed red blood cell, platelet transfusion, even exchange transfusions. It is also significant to the clinician to recognize the chorioangioma and search the methods to treat and prevent the tumor to decrease the mortality.
